The purpose of this study was to develop and pilot test a program to meet the needs of mothers of adolescents with Type 1 diabetes (T1D) and to improve outcomes in adolescents with T1D. We conducted focus groups with mothers of adolescents to identify needs and develop a cognitive-behavioral intervention aimed at reducing maternal distress, improving parenting practices, and reducing family conflict. This intervention was pilot tested in a randomized trial; mothers were randomized to either the Coping & Communication (N ϭ 15) intervention or Usual Care (N ϭ 15). Mothers and adolescents completed questionnaires measuring distress, parenting, and family conflict pre-and postintervention, and HbA1c values were obtained from adolescents' medical records pre-and postintervention. Intervention materials (Communication & Coping) received high scores on health literacy and engagement. There was a significant Time ϫ Group interaction for maternal diabetes distress, family conflict (as reported by both mothers and adolescents), and adolescent quality of life. Mothers and adolescents randomized to the intervention group reported significant improvements on these factors as compared with those randomized to usual care. The Communication & Coping program was developed by adapting existing interventions proven to reduce depressive symptoms and improve parenting practices to address the specific needs of mothers of adolescents with T1D. The program shows promise for not only reducing distress in mothers, but also for improving adolescent outcomes, possibly through reductions in family conflict.
Type 1 diabetes (T1D) affects 1 in 400 children in the United States, and the incidence is rising, making it one of the most common chronic childhood diseases (Hamman et al., 2014) . The standard treatment regimen recommended to keep blood glucose as close to normal as possible is complex and demanding, including regular blood glucose monitoring (at least 4 times/day), insulin administration (via injections or pump), careful tracking of diet and activity levels, and frequent insulin adjustments (American Diabetes Association, 2017). The child and his or her family are responsible for the majority of treatment management (Anderson et al., 2002) , and during adolescence, the responsibility for management shifts from parents to adolescents. Unfortunately, this transfer of responsibility frequently results in problems with adherence (Borus & Laffel, 2010) . Despite advances in technology (e.g., insulin pumps, continuous glucose monitoring), many adolescents continue to have suboptimal glycemic control; a recent national study found that only 17% of adolescents were meeting recommended treatment targets (Miller et al., 2015) . Adolescents with T1D are also at risk for poor psychosocial outcomes, including increased depressive symptoms and poor quality of life (Hood et al., 2014; Hood, Rausch, & Dolan, 2011) . Thus, novel interventions are needed to improve glycemic control, treatment adherence, and quality of life in adolescents with T1D.
The Transactional Stress and Coping Model (Thompson & Gustafson, 1996) posits that chronic illness is a stressor to which children and families attempt to adapt, and the ways in which mothers cope with the stress of diabetes play an important role in both maternal and adolescent adjustment to the disease. Although fathers also play an important role in diabetes management (e.g., Hilliard et al., 2011) , past studies have demonstrated that mothers are typically more directly involved in daily diabetes care activities than fathers, and mothers experience greater stress than fathers related to the "constant vigilance" of caring for a child with diabetes (Sullivan-Bolyai, Deatrick, Gruppuso, Tamborlane, & Grey, 2003) . These high levels of diabetes-related stress are related to increased risk for psychological distress, with rates of clinically significant symptoms frequently reported in 20 -30% of mothers and ranging as high as 74% among parents of newly diagnosed children (Whittemore, Jaser, Chao, Jang, & Grey, 2012) . Coping strategies may mitigate the negative effects of diabetes-related stress and reduce maternal depressive symptoms (Jaser, Linsky, & Grey, 2014) . Thus, our first goal was to develop an intervention to reduce maternal distress by teaching adaptive coping strategies to deal with diabetes-related stress. In line with the theoretical model, by reducing maternal distress, we have the potential to improve outcomes in adolescents with T1D, including quality of life and depression (Jaser, Whittemore, Ambrosino, Lindemann, & Grey, 2008; Mullins et al., 2004) , as well as glycemic control and adherence (Mackey et al., 2014; Wiebe et al., 2011) .
A second goal of the intervention was to teach positive parenting skills to increase collaborative parenting behaviors around diabetes management and reduce diabetes-related family conflict. Given that mothers' depressive symptoms are related to impaired parenting (Goodman & Gotlib, 1999) , distressed mothers may need extra support to maintain positive involvement in diabetes management. Specifically, symptoms of depression among parents of adolescents with T1D have been associated with lower levels of warmth, involvement and monitoring (Eckshtain, Ellis, Kolmodin, & NaarKing, 2010) , as well as lower levels of observed child-centered parenting (Jaser & Grey, 2010) . A collaborative type of parental involvement in diabetes management, including warmth, support, sensitivity, and encouragement, is associated with better quality of life, fewer depressive symptoms, better adherence, and better glycemic control in adolescents with T1D (Helgeson et al., 2014; Wysocki et al., 2009) . In contrast, intrusive involvement in diabetes management (e.g., lecturing, interrogating) is not only associated with lower treatment adherence and suboptimal glycemic control in adolescents with T1D, but has also been linked to poorer quality of life and greater family conflict (Gruhn, Lord, & Jaser, 2016; Lewin et al., 2006) . By giving at-risk mothers the skills to communicate more effectively and collaboratively with their adolescent children, we may enhance the quality of parental involvement and reduce family conflict, thereby improving adjustment in adolescents with T1D (Young, Lord, Patel, Gruhn, & Jaser, 2014) . Previous family-based interventions have successfully improved collaboration and problem-solving skills in adolescents with T1D and their caregivers (e.g., Laffel et al., 2003; Wysocki et al., 2008) , but to our knowledge none have directly targeted maternal distress. Therefore, the current study was aimed at developing and pilot testing a cognitivebehavioral intervention to meet the needs of mothers of adolescents with T1D.
Current Study
To develop the intervention materials, we conducted focus groups that assessed the needs of mothers and provided specific examples of diabetes-related stressors. These materials were then rated for clarity of communication and health information design by objective reviewers. To test the preliminary efficacy of the intervention, we conducted a randomized pilot of the intervention with distressed mothers of adolescents with T1D. We hypothesized that mothers who received the intervention would report improvements in depressive symptoms and positive parenting as compared with those in the usual care condition, and adolescents would report reduced family conflict, better quality of life, and fewer depressive symptoms than those in the usual care condition. We also examined whether adolescents whose mothers received the intervention demonstrated improvements in adherence or glycemic control.
Method

Development of Intervention Materials
We conducted focus groups with mothers of children ages 10 -16 who had been diagnosed with T1D for at least 12 months. The age range was chosen to capture the transition of the responsibility for treatment management that occurs from early to mid-adolescence. The duration of diabetes was chosen to address the chronic stress of diabetes management rather than the acute stress surrounding diagnosis, and to reduce possible confounding factors related to the 'honeymoon period,' during which less insulin is needed. We recruited mothers during regularly scheduled visits at an outpatient diabetes clinic in an academic medical center. Mothers provided informed consent to participate in focus groups, in line with the protocol approved by the Institutional Review Board, and focus groups were scheduled at a convenient time for mothers. A total of 14 women participated in five groups, and groups ranged in size from 2-4 women (93% of eligible mothers were interested in participating, but only 35% attended focus groups, due to distance and scheduling difficulties). Mean age of participants was 41.1 (SD ϭ 4.6), education level ranged from high school degree to graduate degree (median level was college graduate), and annual family income ranged from Ͻ$20,000 to Ͼ$100,000 (median income was $60 -79,999). In terms of race/ethnicity, 92.9% of the mothers were White/non-Hispanic, and 7.1% were Black/non-Hispanic. The majority of mothers (n ϭ 11) had 1 child with T1D, two mothers had 2 children with T1D, and one mother had 3 children with T1D. Mean age of children was 13.3 (SD ϭ 2.3), with a nearly equal number of sons and daughters (43% male). Mean HbA1c was 8.9% (SD ϭ 2.0), and 64% of adolescents used insulin pumps.
Groups were led by trained research analysts, using a semistructured format (see online supplemental material). Questions were selected to generate discussion on challenges related to parenting an adolescent with T1D, changes in management during adolescence, and needs for support. All groups were audiotaped and transcribed. Transcripts from focus groups were analyzed by a team of coders consisting of a clinical psychologist and three research analysts, according to the benchmarks of thematic analysis (Braun & Clarke, 2006) . Each member of the team independently read the focus group transcripts and generated a list of initial codes, which were distilled by the first author into a list of codes. Each transcript was then coded by two members of the team using the code list, who met to achieve consensus on any discrepancies. The coding team identified the themes that consistently emerged across the focus groups and were mentioned by most of the mothers, achieving saturation. Three main themes emerged in at least 4 of the 5 focus groups and were mentioned by at least 10 of the mothers: hypervigilance, worry/guilt, and increase in independence (positive and negative; see supplementary Table) . These themes are similar to findings from other qualitative studies of parents of children with T1D (e.g., Beveridge, Berg, Wiebe, & Palmer, 2006; Sullivan-Bolyai et al., 2003) . In addition to the themes identified in the focus groups, we learned valuable information about barriers to participation (e.g., distance to travel, scheduling difficulties), which informed our decision to conduct the intervention over the phone, rather than in person.
Building on effective cognitive-behavioral therapy (CBT) interventions for depressed parents (e.g., Compas et al., 2010) and integrating the themes identified above, we developed intervention materials for mothers of adolescents with T1D targeting the specific parenting, communication, and coping behaviors found to predict better outcomes in adolescents (see Table  1 ). The intervention manual incorporated examples from the focus groups (e.g., diabetesrelated stress at school) to illustrate challenges related to parenting an adolescent with T1D and provide context when introducing parenting skills and cognitive-behavioral strategies.
The intervention manual consisted of 5 weekly sessions, followed by 2 monthly "booster" sessions. The first session was designed to be conducted in-person at the diabetes clinic to establish rapport with the therapist, with subsequent sessions conducted over the telephone. Each session included a review of the previous session's content and homework assignments, an introduction to new skills (including psychoeducation, examples, and roleplays), and a description of the coming week's homework assignment aimed to reinforce the newly learned concepts. The intervention was designed for individual sessions between the therapist and mother, to allow sessions to be tailored to the specific needs of each mother and the developmental stage of the child. For example, house rules and consequences may differ between a 10-year-old and a 16-year-old.
Sessions 1-3 focused on reducing maternal depressive symptoms by teaching mothers the coping strategies found to be most adaptive in earlier studies (e.g., Jaser et al., 2014) , and adapting components from a CBT intervention for depressed parents (Raising Healthy Children, Compas, et al., 2010) . Specifically, the sessions emphasized ways to identify diabetesrelated stress, and to use secondary control coping strategies (e.g., cognitive reappraisal, positive thinking, acceptance, and distraction) to deal with this stress. In line with effective CBT interventions to treat depression, mothers were directed to increase positive activities and selfcare behaviors (Jacobson et al., 1996) and to identify "hot thoughts" and alternative thoughts related to their child's illness (Cristea et al., 2015) . At the close of each session, mothers were encouraged to spend positive family time with their adolescent with T1D to maintain or increase the supportive family environment (Laffel et al., 2003) .
Sessions 4 -5 were aimed at teaching principles of positive parenting, in line with the social learning principals used in the Triple P (Positive Parenting Program), such as increasing positive parent-child relations, reinforcing desirable behaviors, and managing problem behaviors (Sanders, Kirby, Tellegen, & Day, 2014) . We focused on the specific parenting behaviors that were found to predict better outcomes in adolescents with T1D, increasing collaborative parenting behaviors (attentive listening, positive reinforcement) and decreasing overinvolved or intrusive parenting behaviors (lecturing, interrogating; Gruhn et al., 2016) . In addition, we introduced the Health Behavior Contract in relation to diabetes management (Wysocki et al., 2008) to facilitate monitoring of behaviors and tracking rewards and consequences. These sessions were designed to enhance the knowledge, skills and confidence of parents to communicate more effectively with their adolescent children about diabetes management. Sessions 6 -7 (monthly booster sessions) reviewed the participant's progress and challenges in implementing the coping skills, cognitive-behavioral strategies, and parenting behaviors over the previous month. These sessions were designed to help mothers use these skills effectively in the absence of a weekly intervention session, as well as to help mothers plan for upcoming stressors and adolescents' increasing independence.
Review of Materials
Intervention materials were reviewed by a coder trained in health literacy at the University's Effective Health Communication Core. Each session was given a Suitability Assessment of Materials (SAM) score to objectively assess the materials for clear communication and health information design (content, literacy demand, graphics, layout and typography, learning stimulation, and cultural appropriateness). Scores of 70% to 100% are considered superior material suitable for low health literacy individuals (Doak, Doak, & Root, 1996) . On the SAM scale, our sessions were rated 78% to 86%, with a reading level of 6th Ϫ7th grade. In addition, the Patient Education Materials Assessment Tool (PEMAT) was used to assess the understandability and actionability of our intervention materials, with specific suggestions to raise these scores further (e.g., add pictures, highlight goals for each session; Shoemaker, Wolf, & Brach, 2013) . On the PEMAT, the scores for individual sessions ranged from 79% to 92% (higher scores indicate that material is more understandable or actionable). Finally, feedback sessions were conducted with three of the mothers who participated in focus groups, to solicit their opinions on specific aspects of the materials (e.g., logo, color scheme, photos vs. cartoons). We made minor modifications to the materials based on their feedback (e.g., the images used in the final manual) before the pilot study.
Pilot Study Participants and Procedures
We recruited mothers for the randomized pilot study during regularly scheduled visits at an outpatient diabetes clinic in an academic medical center. Mothers were eligible to participate if they had a child age 10 -16 who had been diagnosed with T1D for at least 12 months with no other major health problems; they could speak and read English; and they had not been diagnosed with severe psychopathology (given the training of the interventionists and the goals of the program). Mothers who expressed interest in the study completed a screening questionnaire, which asked about mental health diagnoses (i.e., "have you ever been diagnosed or treated for any of the following: bipolar disorder, schizophrenia, psychosis?"), a depression questionnaire (Patient Health Questionnaire; PHQ-9) and a diabetes distress measure (Diabetes Distress Scale for Parents; DDS-P). If mothers scored Ն5 on the PHQ-9 (indicating at least mild symptoms of depression; Kroenke, Spitzer, & Williams, 2001 ) and/or Ն2 on the DDS-P (indicating at least moderate distress; Fisher, Hessler, Polonsky, & Mullan, 2012) and were free of severe psychopathology, they were invited to take part in the pilot study. The screening cutoffs were chosen to target women who were experiencing at least some distress and therefore more likely to benefit from a CBT intervention to reduce depressive symptoms. After completing informed consent/assent, mothers and their adolescents completed baseline questionnaires, and adolescents' HbA1c was obtained from the medical record. Mothers and adolescents completed questionnaires again postintervention (approximately 3 months after baseline), and HbA1c was collected at the corresponding clinic visit.
Measures
Demographics. Mothers completed a demographic questionnaire providing information on socioeconomic status (maternal and paternal education level, annual household income), parent and child age, race/ethnicity, and date of diagnosis.
Maternal distress.
Mothers completed several measures to assess distress, including the Diabetes Distress Scale (DDS-P), which measures personal distress, teen management, parent/teen relationship, and health care distress, and the Patient Health Questionnaire (PHQ-9), which measures depressive symptoms. In addition, mothers reported on current symptoms of anxiety on the State Trait Anxiety Inventory (STAI; Spielberg, 1983) . Internal consistency was excellent for all measures of distress (␣ ϭ .91 for the DDS-P, ␣ ϭ .89 for the PHQ-9, and ␣ ϭ .96 for the STAI).
Parenting behaviors. Mothers completed the Alabama Parenting Questionnaire (APQ, Frick, 1991) , developed for parents of children ages 6 -18 to measure parental involvement, supervision and discipline. We used the Positive Parenting subscale in analyses (␣ ϭ .74).
Family conflict. Adolescents and their mothers completed a measure of diabetes-specific family conflict (DFCS; Hood, Butler, Anderson, & Laffell, 2007) . Higher scores indicate greater conflict related to diabetes management. Internal consistency was .63 (marginally acceptable) for parent report and .91 for adolescent report.
Adolescent adjustment. Adolescents completed the Child Depression Inventory (CDI, Kovacs, 1985) , a widely used measure of depressive symptoms in children and adolescents. Higher scores indicate greater depressive symptoms, and scores Ն13 indicate clinically significant symptoms. Internal consistency was .84 in our sample. Adolescents also completed the Pediatric Quality of Life Inventory Diabetes Module (PedsQL, Varni et al., 2003) . Scaled scores are calculated, ranging from 0 -100, with higher scores indicating better quality of life. Internal consistency was acceptable (␣ ϭ .79).
Adherence. Adolescents completed the Self Care Inventory (SCI, La Greca, 2004 ) as a measure of adherence to the diabetes treatment regimen. Higher scores indicate better adherence, and internal consistency was good (␣ ϭ .81).
Glycemic control. Hemoglobin A1c (HbA1c) is an estimate of blood glucose levels over the previous 8 -12 weeks. HbA1c was obtained during as part of regular clinical care during clinic appointments pre-and postintervention (corresponding with questionnaire data collection at baseline and at follow-up when possible). The American Diabetes Association recommends adolescents maintain HbA1c Ͻ7.5% (American Diabetes Association, 2017).
Mothers were randomized to either the Coping & Communication (N ϭ 15) intervention or Usual Care (N ϭ 15) condition (consisting of regular outpatient diabetes clinic visits). Mothers in the intervention condition received 5 weekly sessions, delivered primarily over the telephone by a master's level interventionist, 1 followed by 2 monthly booster sessions. Questionnaire data were collected from 20 dyads (67%) at follow-up visits (approximately 3 months after baseline) and HbA1c was obtained for all participants at baseline and postintervention.
Data Analytic Plan
Descriptive analyses were conducted to characterize the sample. To assess preliminary efficacy of the Communication & Coping intervention, repeated measures analyses were conducted for each outcome of interest (maternal distress, parenting, family conflict, adolescent adjustment, adherence and glycemic control) using baseline and 3 month follow-up data. We examined main effects for time and the Time ϫ Group interaction. Only participants who completed baseline and follow-up data were included in analyses.
Results
Of the 101 mothers approached, 81 agreed to be assessed for eligibility (20 asked to be screened at a later date). The research team screened 81 mothers of adolescents for eligibility (see Figure 1) . Of those screened, 39 mothers did not meet inclusion criteria and 8 declined to participate (due to the time commitment). A total of 34 mothers consented to participate, 2 but complete baseline data were only obtained from 30 mother-adolescent dyads, resulting in a 71% participation rate (% of eligible families who completed all baseline data).
Mean age of participants was 42.2 (SD ϭ 5.1), education level ranged from high school degree to graduate degree (median level was college graduate), and annual family income ranged from Ͻ$20,000 to Ͼ$100,000 (median income was $60 -79,999). All of the mothers identified as white/non-Hispanic, one child was Hispanic, and one child was biracial. Mean age of children was 13.4 (SD ϭ 1.8), and 38% were female. Mean HbA1c was 9.01 (SD ϭ 1.02), well above the target range, and 42% of adolescents used an insulin pump. Mothers' mean PHQ-9 score at the time of screening was 11.57 (SD ϭ 5.89) and two mothers scored in the severely depressed range (PHQ-9 Ͼ 20). There were no significant differences at baseline between groups on any outcomes.
The mean number of sessions completed was 4, but there was a bimodal distribution (6 mothers completed 0 -2 sessions [3 did not complete any sessions], and 9 mothers completed 6 -7 sessions). We had 33% attrition for survey data, but we were able to obtain follow-up HbA1c values for all participants. Adolescents who did not complete follow-up surveys had significantly higher HbA1c at baseline (9.5% vs. 8.6%) and were significantly older (14.2 vs. 12.4 years old), but there were no significant differences for marital status, family income, child gender, or insulin delivery.
As seen in Table 2 , repeated measures analyses indicated a main effect for time on all of the measures of maternal distress, including symptoms of depression (PHQ-9) and anxiety (STAI) and diabetes distress (DDS-P). In addition, there was a Time ϫ Group interaction for diabetes distress, indicating that mothers who were randomized to the Communication & Coping group reported significant greater improvement in diabetes distress as compared with the mothers who were randomized to Usual Care (effect size d ϭ 1.43). We also identified a significant main effect for time and a Time ϫ Group interaction for mothers' reports of diabetes-related family conflict, indicating lower conflict postintervention in the Communication & Coping group, with a large effect size (d ϭ 1.42). However, there was no significant effect for time or Time ϫ Group interaction for positive parenting (APQ). In terms of adolescent-reported outcomes, there was a significant Time ϫ Group interaction for quality of life (PedsQL) and family conflict (C-DFC), indicating an improvement among adolescents whose mothers were randomized to the Communication & Coping intervention, both with large effect sizes (d ϭ 1.68, 1.46, respectively). The Time ϫ Group interaction was not significant for adolescent depressive symptoms (CDI; p ϭ .073), but we observed a large effect size (d ϭ 1.30) favoring the Communication & Coping group. There was no significant effect for time or Time ϫ Group interaction for adolescents' self-reported adherence (SCI) or for adolescents' HbA1c.
Discussion
The purpose of this study was to develop and pilot test a telephone-based, CBT intervention for mothers of adolescents with T1D. The content of the Communication & Coping intervention was based on findings from the literature and from our focus groups. Although the design was informed by a CBT framework, the current intervention extends previous work by tailoring the materials for a diabetes-specific audience and was intended to not only reduce distress in mothers of adolescents with T1D, but also to promote more effective parenting strategies and reduce diabetes-related family conflict. Focus group participants provided valuable information regarding their experiences and challenges parenting a child with a chronic illness, and intervention materials were favorably rated on health literacy, engagement, and actionability. Finally, findings from the pilot randomized trial showed promising effects on mothers' diabetes distress, diabetes-related family conflict, and adolescents' quality of life.
Our findings suggest that the intervention was successful in improving not only maternal psychological outcomes, but also reducing family conflict, and improving key outcomes in adolescents. Given the increased risk for poor psychosocial outcomes in adolescents with T1D (e.g., Hood et al., 2011 Hood et al., , 2014 , these estimates of preliminary efficacy indicate that an intervention for distressed mothers of adolescents with T1D has the potential to improve the quality of life and reduce depressive symptoms in this high-risk population. We did not observe significant changes in adolescents' self-reported adherence or glycemic control, but a longer follow-up period is likely needed to observe changes in glycemic control. In addition, the significant main effect for time for maternal symptoms of depression and anxiety suggests that some of these problems may be resolved without intervention. Interestingly, we found a significant Time ϫ Group interaction for diabetes distress, but not for depressive symptoms, as hypothesized. It is possible that the focus on coping with diabetes-related stress accounts for these results, and it is important to note that for both depressive symptoms and diabetes distress, mothers randomized to the Communication & Coping intervention reported decreases in symptoms to below the clinical cutoffs. In addition, the lack of significant findings for positive parenting may be because the measure did not capture the parenting behaviors (collaborative communication) targeted in the intervention, as items on the Positive Parenting subscale of the measure focus on providing positive feedback and rewards for desired behaviors. The reduction in diabetes-related family conflict (reported by both mothers and adolescents) may be a more accurate reflection of the impact of the intervention on family functioning. A potential limitation of the current study is that mothers were recruited from a single clinic in the Southeastern United States, and these findings may not generalize to other groups. Further, although we had a range of income groups and educational backgrounds, the majority of the mothers in our sample were White, non-Hispanic, and it is possible that mothers from different racial/ethnic backgrounds may experience different parenting stressors. A larger trial is needed to determine whether specific groups (e.g., single parents, lower income families, specific ages) benefit most from this intervention. In addition, parent-reported family conflict had relatively low reliability, which may limit interpretation of findings using that scale. Further, greater attention to engagement is needed to improve recruitment and retention, and we plan to test for differences in uptake and attrition in a larger trial.
In the process of developing and testing this intervention, we gained valuable information that may inform our future work and guide other researchers conducting behavioral interventions in pediatric populations. First, when scheduling the focus groups, we experienced difficulty in finding times that would work for mothers' busy schedules, and several of the mothers who agreed to participate did not show up for groups. These experiences informed our decision to conduct follow-up sessions over the telephone, rather than in person. Mothers appreciated the flexibility in scheduling phone calls to fit their schedules, and several found creative ways to fit them in (e.g., one mother did sessions in her car during her son's basketball practice, another mother went into work an hour early to do the sessions from her office). Further, in this trial, we did not have an upper-end cutoff for depressive symptoms, and in future trials we plan to offer the program to mothers who report mild to moderate symptoms of depression (PHQ-9 score between 5 and 20), as the content and intensity of the intervention is intended for mothers with mild-moderate symptoms of depression.
The Communication and Coping program is an individualized intervention designed to improve symptoms of depression and family functioning for mothers of adolescents with T1D that was highly rated for health literacy. The goals of this intervention are in line with the recent Position Statement of the American Diabetes Association, recommending that psychosocial problems should be screened for and addressed in caregivers (Young-Hyman et al., 2016) . Until now, there were no CBT programs specifically tailored to this population and the challenges these patients and their families face. Our findings support that this program has promise not only for directly improving outcomes for mothers, but also has the potential to improve adolescents' outcomes, such as quality of life, possibly through reduced family conflict. Similar programs could be provided as targeted interventions in clinical practice, using Health and Behavior Code 96155, used for interventions provided to the family without the patient present, but further study is needed to determine the feasibility of billing for such ser-vices, and whether such a program may be delivered via telemedicine. Finally, given that mothers of children with other chronic illness experience high levels of distress (Cousino & Hazen, 2013) , similar interventions may be beneficial for other pediatric populations.
